CASE REPORT
A 13-year-old boy was referred to our clinic because of suspected congenital heart disease and was admitted for further examination on June 1, 1964.
The patient was apneic following delivery and weighed 2,550Gm. His mother had been well during the pregnancy and his 2 siblings are both healthy and without any symptoms of cardiac disease. A pediatrician noticed that the boy had a slightly asymmetric chest at the age of 3 years. There was no history of cyanosis or dyspnea. The patient did well in school and was able to swim and play baseball without unusual complaint. The school doctor found some auscultatory abnormalities in the patient who thereafter developed frequent episodes of slight chest pain and sometimes tightness of his chest mostly during exercise. Duration of the pain was only a few sec. and the location of the pain was very variable, occurring either the left or right side of the chest. Recently the patient consulted a doctor who found that he had a strongly accentuated second heart sound at the second left interspace without significant murmur and QRS abnormalities in the electrocardiogram.
Physical examination revealed a rather slender and alert boy, being 151cm. tall and weighing 34Kg. There were no signs of cyanosis, clubbing or dyspnea. Blood pressure was 110 systolic, 78 diastolic. There was no chest deformity. Pulsation was visible in the third and fourth left intercostal spaces with a slight heave.
The second sound was single and markedly accentuated at the second left interspace and a closure tap was palpable in the third left interspace. An early deviated to the left, posteriorly and superiorly. The diagnosis of corrected transposition of the great vessels was suspected because of the strongly accentuated second heart sound at the left interspace, left axis deviation in the electrocardiogram and chest X-ray findings mentioned above.
Right cardiac catheterization was carried out on June 3, 1964. Catheter was introduced into the right pulmonary artery passing an unusually deviated course to the right at the base of the heart (Fig. 5) . No intracardiac shunts were demonstrated and all pressure determinations were normal, as shown in Table I . Intracardiac electrocardiogram (Fig. 6 ) demonstrated the initial positivity of QRS complex showing rS pattern in the right-sided ventricular cavity.
Biplane angiocardiogram was performed with a catheter placed in the right 
